one exception, very satisfactory. The patients were all females; their ages ranged from 44 to 79, 4 being over 70. After insertion of the wire the patients have remarked on their comfort and feeling of security and the cases with prolapse have found this to be completely corrected. Moreover, after operation patients are perfectly well able to continue with their sphincter and levator contractions and in some cases I have noted an improved contractile power with the wire in position.
one exception, very satisfactory. The patients were all females; their ages ranged from 44 to 79, 4 being over 70. After insertion of the wire the patients have remarked on their comfort and feeling of security and the cases with prolapse have found this to be completely corrected. Moreover, after operation patients are perfectly well able to continue with their sphincter and levator contractions and in some cases I have noted an improved contractile power with the wire in position.
My first three operations of this nature were done with stainless steel wire (2 or 4 strands) and in two of these the wire subsequently broke, one after one month, one after three and a half months, and I re-operated on both cases, this time putting in a silver wire. One of the cases again broke her wire in the course of defxcation seven and a half months later; she knew at once what had happened and without delay returned with a view to its reinsertion; I did this under pentothal after removing the silver wire which was found to have broken on one side just beyond the twist. (Wires demonstrated.)
There has been one case of sepsis; the patient was a stout woman, aged 49, for whom I did a Thiersch's operation with silver wire under local anaesthesia. Six days later an acute ischiorectal abscess on the left side had to be incised; the abscess rapidly cleared up but two weeks later the wire was seen to be exposed, so I removed it under pentothal.
As to the duration for which the wires can be left, I am proposing to leave them indefinitely so long as the symptoms are relieved and no untoward incident develops. Four of these cases have retained the wire for six months (including the case previously mentioned who broke her wire after seven and a half months).
[A colour film of Thiersch's operation was shown.]
Recto-Sigmoidectomy for Complete Prolapse of Rectum
By MICHAEL J. SMYTH, M.Ch., F.R.C.S. PROLAPSE of the rectum up to a distance of 2 in. involves all the coats of the rectum. Beyond this the prolapse usually involves the pouch of peritoneum on the anterior surface ; in fact a prolapse of greater dimension is regarded by some surgeons as a sliding hernia of the rectum. The greater the prolapse the more is the rectovaginal or rectovesical pouch involved. Ernest Miles used to say that prolapse could not be greater than 6 in., but I recall a case of a boy aged 10 years admitted to hospital with a sudden prolapse which was almost 12 in. long. In this case there was an intussusception of the pelvic colon which had come through the anus drawing the rectum with it completely, so that there was no sulcus at the anal margin. It was necessary to open the abdomen to effect reduction.
The condition ofcomplete prolapse ofthe rectum occurs more frequently in the later decades of life and much more frequently in women than in men, but recently I have seen cases in the middle thirties and forties. It may be that wartime and post-war diet may have led to some laxity of the tissues.
Many operations have been advocated for prolapse of the rectum, both intra-abdominal and extra-abdominal or perineal operations, but in my opinion recto-sigmoidectomy is the best method. Miles standardized the operation in his report to the Society in 1933 (Proc. R. Soc. Med. (1933 ), 26, 1445 . Briefly it amounted to amputation of the prolapse, and an entrance to the peritoneal cavity was inevitable. Yet it was remarkable that before the use of sulphonamides and penicillin, with ordinary care peritonitis rarely, if ever, occurred. In Miles' review of 32 cases he reported only one death, and this was due to intestinal obstruction-a knuckle of small intestine being involved.
Nowadays preliminary treatment with sulphathalidine is given. The operation is done with the patient in the lithotomy position, the table being given a slight Trendelenburg tilt. With the surgeon seated he will find it an advantage to have the instruments on a small tray in front of him. The amputation should leave not less than 1 in. of bowel above the mucocutaneous junction. In this way damage to the external sphincter is avoided and sufficient bowel is left for anastomosis to the pelvic colon. I have seen 2 cases in which the sphincter had been destroyed completely. When the peritoneum is opened it should be well divided on both sides: the pelvic colon can then be drawn down to its full extent so that when it is divided there may be no slack left, thus ensuring against recurrence of prolapse. The peritoneum is then carefully closed and stitched snugly around the wall of the pelvic colon as high up as possible. The amputation is completed by dividing the pelvic colon obliquely from before backwards, the line of section being higher in front than behind. In this way the lumen of the colon will more closely approximate to that of the rectal wall and so make anastomosis easier. It is wise to spray the line of anastomosis with sulphonamide-penicillin powder before returning it through the anus, in fact the spray can be used at any time throughout the operation where the surgeon may think it necessary. Finally a mediumsized tube surrounded by gauze soaked in flavine and paraffin is inserted through the anus and kept in place by skin stitches.
In a series of 27 cases there was no death and one recurrence. This latter was due to the fact that the pelvic colon had not been divided high enough. In this case the patient had been given a spinal anesthetic, and I agree with the view expressed by Mr. Gabriel that a general anmsthetic is better, as spinal anesthesia brings about retraction of the pelvic colon, and so it cannot be divided as high as one would wish.
[A film of the operation in colour was shown.]
Anorectal Malignant Melanoma
By RONALD W. RAVEN, O.B.E., F.R.C.S.
A STUDY ofthe morphology and properties of the malignant melanoma leads us into a number of fields of investigation including the complex system of the sensory nerve-endings, the wide distribution of chromatophores and pigment formation in the animal kingdom. In addition, this is the most deadly of all known tumours. There is still much to be learnt concerning its properties and it is important to record isolated cases, especially of sites in the body where it is less frequently seen.
The type cell.-The type cell of the malignant melanoma is the melanoblast which is polygonal in shape, with short, hair-like processes and a vesicular nucleus with several nucleoli especially in the more malignant types (fig. 1 ). As the cell differentiates it becomes racquet-shaped, developing one or more stout cytoplasmic tails and, passing through a fusiform stage, it becomes an enormously elongated filamentous structure. Protoplasmic fibrils are found within the cells; in the benign type they are localized in the cell processes, but in the malignant forms they may run throughout the cell cytoplasm. Some of the cells contain a considerable amount of melanin, while many others are free from it. There is evidence that the presence or absence of melanin does not affect the malignant properties of the cell. The melanoblast is an active cell, moving among the fibroblasts by amoeboid movement, throwing out branches which are sometimes long and attached to the main body by a very thin thread. The melanoblast (fig. 2) is an autonomous unit, it possesses the properties for survival and can reproduce a new colony of cells.
It is also important to stress the tendency of melanoma cells to separate from the main
